Examination of 15,844 clinical specimens submitted over 12 years (1973 to 1985) The microbiology laboratories accepted only specimens that were properly collected and submitted in transport media appropriate for anaerobic bacteria. Specimens accepted for processing were those collected in a fashion that avoided contamination by the normal skin or mucus surface flora (7, 22) . These were specimens obtained during surgery, aseptic aspiration of body fluids, or needle or biopsy aspiration of abscesses or body cavities. Aspirates of lungs were obtained through transtracheal aspiration or biopsy, obstetrical specimens were collected through culdocentesis or during surgery, and urine was collected through suprapubic aspiration. When possible, pus and fluids were collected and transported in syringes. Tissues were transported in oxygenfree gassed-out tubes or in small volumes of thioglycolate broth. When possible, specimens were hand delivered. Some specimens were processed at the bedside or in the
predominant strain was Clostridium perfiringens (48%). Fusobacterium spp. were recovered in abscesses and abdominal and OBG infections. The predominant isolate was Fusobacterium nucleatum (47%). These data illustrate the relative frequency of the different anaerobic bacteria in a variety of infections and demonstrate the predominance of certain isolates at different sites.
Anaerobic bacteria are important pathogens that can cause a variety of infections in humans (7, 14) . With the recently improved techniques for their isolation and identification, increasing numbers of reports have documented the importance of anaerobic bacteria in infectious processes. This knowledge has provided clinicians with new awareness of anaerobic bacteria and the need to direct diagnostic efforts toward their isolation and therapeutic intervention toward their eradication.
Most of the data in the literature regarding the incidence of recovery of anaerobes from clinical specimens are not entirely reliable. Finegold (14) summarized data from 10 studies that evaluated the frequency of recovery of anaerobes in clinical specimens. Most of these studies were completed before 1966, and three presented only general data. Although several other reports were published (2, 17) , only one report (22) summarized data from 1973 to 1983. Since the publication of most of these reports, much improvement has occurred in the methods of collection, transportation, cultivation, and identification of anaerobic bacteria. Furthermore, many of the anaerobes have been reclassified and renamed according to newer criteria for their identification. Therefore, a more current evaluation of the incidence of recovery of anaerobic bacteria from clinical specimens is desirable. Such a study may better show the frequency of the recovery of anaerobes from clinical specimens today and may present the effect of these improvements on the recovery of these organisms.
The purpose of this report was to summarize the experience of the microbiology laboratories of two military hospitals, Walter Reed Army Medical Center and the Naval Medical Center, over 12 years (1973 to 1985) in the recovery of anaerobic bacteria from clinical specimens. The The microbiology laboratories accepted only specimens that were properly collected and submitted in transport media appropriate for anaerobic bacteria. Specimens accepted for processing were those collected in a fashion that avoided contamination by the normal skin or mucus surface flora (7, 22) . These were specimens obtained during surgery, aseptic aspiration of body fluids, or needle or biopsy aspiration of abscesses or body cavities. Aspirates of lungs were obtained through transtracheal aspiration or biopsy, obstetrical specimens were collected through culdocentesis or during surgery, and urine was collected through suprapubic aspiration. When Anaerobic gram-positive cocci (AGPC) accounted for 26% of all isolates ( Table 1 ). The infected sites where they predominated were ears, cysts, bones, and OBG. They were uncommonly found in CNS, abdomen, lymph gland, bile, and eye. Most isolates were found in OBG infections, abscesses, and wounds. The recovery rates differed for the 10 different AGPC and microaerophilic streptococci (Table  5 ). These were (in descending order of frequency) Peptostreptococcus magnus, Peptostreptococcus asaccharolyticus, Peptostreptococcus anaerobius, Peptostreptococcus prevotii, Peptostreptococcus micros, Peptostreptococcus saccharolyticus, and Streptococcus intermedius.
The highest frequency of recovery of P. magnus was with bone and chest infections. The highest recovery rate of P. asaccharolyticus and P. anaerobius was with OBG infections and wounds. Isolates of each of the most frequently recovered AGPC were recovered from abscesses, wounds, and OBG infections (Table 5 ).
Clostridium spp. made up 7% of all anaerobic isolates (Table 1) . They predominated in infections of the bile, eye, abdomen, wounds, joint, and blood. They were less commonly found in ears, cysts, tumors, and sinuses. Most isolates were recovered from wounds, abscesses, abdominal infections, and blood. The most frequently recovered Clostridium sp. was Clostridium perfringens (48% of all clostridial isolates) ( Table 6 ). Other species of Clostridium were found less frequently. Of 227 C. perfringens isolates, 59 (26%) were found in wounds and 37 (16%) were found in blood.
Fusobacterium spp. accounted for 4% of all isolates (Table 1) . They were often found in infections of the chest, abdomen, and sinuses and in abscesses. They were infrequently recovered from OBG infections, ears, wounds, tumors, cysts, CNS, and bile. Most fusobacteria were recovered from abscesses and abdominal and OBG infections. The most common Fusobacterium sp. was Fusobacterium nucleatum (47% of all Fusobacterium spp.) ( Table 7) . Of 137 F. nucleatum isolates, 43 (31%) were recovered from abscesses and 24 (18%) were found in OBG infections.
Anaerobic, gram-positive, nonsporeforming rods accounted for about 20% of all isolates (Table 1) . Strains of Propionibacterium spp. (97% identified as Propionibacterium acnes) were isolated in 13% of all specimens. They were often found in CNS, lymph glands, joints, and blood.
They were infrequently recovered from wounds and OBG infections.
Strains of Eubacterium accounted for 2% of all anaerobic isolates (Table 1) (8, 9, 11) , and the virulence of species in genera such as Bacteroides, Clostridium, Peptostreptococcus, and Fusobacterium is well documented in animal studies (9) and for clinical infections (7, 14) .
Species of Bacteroides are the most frequently recovered anaerobes in past studies (7) as well as in this report. Bacteroides are important anaerobic pathogens that can be recovered from a variety of infections (7, 14) . Members of the B. fragilis group are primarily isolated from abdominal infections (5) , pigmenting Bacteroides group members are isolated from oral and respiratory tract infections (6) , and B. disiens and B. bivius are isolated from female genital tract infections (15, 20 
